Whatever the cause of obstruction, duodenal hypertrophy and dilatation occur and result in stasis and inflammatory changes in the wall of the duodenum as in Case 1. This inflammation may be the cause of the high incidence of peptic ulcer, pancreatitis and gall-bladder disease associated with this condition (Barner & Sherman 1963) .
The obstruction is probably directly responsible for the abdominal symptoms. The more bizarre symptoms of headache, dizziness and fainting are more difficult to explain. They may be due to toxic absorption of duodenal contents, duodenal dilatation, or an early dumping syndrome. Louw (1960) drew attention to the fact that a small number of patients had diarrheea and steatorrhoea. He feels that most of the cases of chronic duodenal ileus are caused by congenital bands associated with some degree of malrotation of the mid-gut. Chronic mid-gut volvulus would explain the diarrhoea. We felt that the diarrhoea in Case 1 may have resulted from a blind loop syndrome; certainly there was stasis and inflammation in the duodenum. However, the patient did not have a megaloblastic anwmia as might have been expected.
Conservative treatment as employed in Case 2 is sometimes successful. If the diagnosis is uncertain, or the symptoms severe, operation should be recommended. The most popular procedure is a duodenojejunal anastomosis. There is a long list of other suggested procedures and recently Professor Louw has performed a modification of Ladd's operation as suggested for mid-gut volvulus in infants.
The diagn
the present time is out of fashi en if demonstrated it may not be the s of the patient's symptoms. The operative results of past series have not been good (Barner & Sherman 1963) ; this may suggest an overdiagnosis in the past. However, we wonder if we are under-diagnosing the condition at the present time. She was given prednisone 40 mg/day, but her transfusion requirements were not altered and she developed frank diabetes mellitus, requiring tolbutamide and diet therapy, and severe steroidinduced myopathy of muscles of pelvic girdle. Her weight fell by 1 stone, and she felt ill. She was reluctant to have further transfusions.
Because of severe hemolysis splenectomy was performed on 23.6.65 by Mr Philip King and a 3,000 g spleen, with large hilar veins, and several splenunculi were removed. The only complication was a period of hypotension associated with ECG evidence of right heart strain one month after operation, but no radiological evidence of pulmonary infarction was noted.
Splenic histology showed lack of lymph follicles, predominant myeloid tissue, large sinusoids and a large amount of iron pigment.
She required a further transfusion one month after operation but for the past six months Hb has been 8-9 g/100 ml with no therapy. Prednisone has been discontinued, the diabetes is controlled by diet and the myopathy is regressing. Her state of wellbeing is striking, she has gained 1 stone in weight, and her bone pain is less. The third heart sound has disappeared. The liver has enlarged to 10 cm.
Post-splenectomy investigations: Hb 9-8 g/100 ml, WBC 20,500 (polys. 67%, lymphos. 19%, metamyelos. 3 %, myelos. 7 %), nucleated erythrocytes 40/100 leucocytes, platelets 1,000,000/ c.mm. Bilirubin 0-6 mg/100 ml, alkaline phosphatase 55 K-A units. 5"Cr biological half life normal. Blood volume 2-86 1. Plasma 59Fe ti 43 min, 9Fe utilization 85 %.
59Fe studies now suggest that the liver is the main site of hmmopoiesis and that the marrow still has very little hmemopoietic activity.
Discussion
This patient presented with leucocytosis and later developed marrow failure and subsequently a severe haemolytic anmmia associated with hypersplenism. She was first treated with steroids and transfusions, but steroids may lead to severe complications in this age group (Gardner & Pringle 1961 ).
In cases with definite hemolysis, especially shown by 51Cr studies, good results have been claimed for splenectomy (Dameshek 1955 , Wetherley-Mein et al. 1961 , Bouroncle & Doan 1962 . Wetherley-Mein et al. thought that splenectomy may remove a marrow inhibitory factor. Our repeat 69Fe studies suggest that the patient's increased iron utilization is due in part to increased liver hcmopoiesis. Goldberg et al. (1966) have suggested that a spleen/liver ratio of 2-3/1, and a rising ratio, are good indications for splenectomy after 51Cr studies. Our patient showed a severe degree of hemolysis and although the spleen/liver ratio was low allowance must be made for the large size of the spleen.
The patient is already showing complications that may follow splenectomy: rising WBC, thrombocytosis and increasing hepatomegaly which may lead to portal hypertension (Jensen 1964) ; the disease may terminate in an acute blast cell crisis (Bouroncle & Doan 1962) .
It is proposed to use testosterone aenanthate in an attempt to stimulate further rise in hemoglobin (Gardner & Pringle 1961) . Mr Philip King said that the removal of a spleen of this size with safety required an adequate exposure, allowing direct approach to the very large veins of the splenic pedicle from behind, and sufficient room to deliver such a rigid organ weighing 3,000 g. Such an exposure was most easily achieved by a transverse incision above the umbilicus extended into the thorax through the bed of the tenth rib.
Post-operative recovery was uneventful, and the most striking feature of the case was the immediate and maintained improvement in the patient's sense of wellbeing. Splenectomy might not alter the ultimate outcome of this disease but it had certainly converted a bed-ridden invalid into an active woman, as well as significantly diminishing the number of transfusions required in the last year.
Mr C W Venables (for Professor Harold Ellis) (Westminster Hospital, London) presented a film entitled 'Three Weeks after Instant Limb'. It showed Mr B G, aged 69, who had an immediate prosthesis fitted following above-knee amputation for a gangrenous foot, developing after thrombosis of an endarterectomized femora artery.
The film showed the stump completely hea1kd and the patient able to walk, climb stairs, and sit down, with the aid of a single stick, only three weeks after the amputation. Initial reactions were that this technique held out great hope for the future provided that experience proved the technique.
Dr R J Harrison presented a film showing features of the carcinoid syndrome.
The following case was also shown: Hypothyroidism in a 28-year-old Man Presenting with Muscle Pain and Stiffness Dr D N Golding
